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/y-::.;' , ■ ABSTRACTS-
Thestudy isacommunity research project that examined HIV/AIDS pre
 
vention and intervention with youth in a Southern California Central City neigh
 
borhood.The research was community centered to facilitate a good fit between
 
agencies providing services and the neighborhood. A constructivist paradigm
 
was used to uncover and discover strategies that will work best irt the areaV a^^^^^
 
to discard those that are not working. In order to reveal the best possible pre­
ventiph and intervention for the Central City neighborhood a hermenuetic dia
 
lectic circle was used thatconsisted of at-risk youth,community members,and
 
Current service providers. A bi-phasic model emerged. While the constantcom
 
parative method was used to constructa shared concept and salient points of
 
the respondents,a working groupformed from a nucleus of respondents to ex
 
plore the possibility of providing a needle exchange program to prevent the
 
spread of Hiy in the neighborhood. A consensus of the need for an exchange
 
was based on the high rate of IVDU coupled vyith the unprotected sexual cross
 
over between teens and IVDUs. An early vision of the researcher was that con
 
tinued dialogue would result between the stakeholders. This was accomplished
 
through the Needle Exchange working group that tauhched a neighborhood
 
coalition. The research uncovered the need to operationalize vague terms such
 
as comprehensive prevention services, bbth primary and secondary prevention
 
and what priorities are funded. It discovered an"esseritiale preventiOrteondept
 
the need fPr ihteractive educational presentations, and the use ofindigenous
 
workers to reach diverse enclaves. It discarded the idea that legitimacy must
 
comefrom legal sanctions and that language, religious, and cultural barriers
 
are best overcome by agencies,schools,or researchers notthe community.
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IntrociuctiGn:
 
ThisJBsearcH prcyectisa GQiTimujrt^ preicticG
 
resses HlV/AlDS prevention and interventlGn with you in an impoverished
 
neighborhood of a rrtid-sized Southern California City: Strategiesfor Gdrnrnurtity
 
intervention have been explored which were designed to enable the taiipring of
 
service delivery to the corrtrrrunityS unique cteracteristics.
 
The problem of impacting the HIV/AIDS epidemic in a particular neighbor
 
hood and aparticular age group has led to manystrangles(that may,or may
 
not, be relevant for the youth of the area being studied).There are also many
 
barriers specificto both group and neighborhood.These barriers can be
 
the socioeconomicStatus of the community members, multicultura! considera
 
tions and the special;problems bf certain at-risk populatioris thatmake upthe
 
population ofthe youth in the community/
 
Services are Currentlybeing provided in thisajrnmunity:Th^e resources
 
have been examined for their contribution to the overall efforts of HIV/aidS pre
 
vention and interverrtion intherieighborhood andsome of the service providers
 
are included asstakehoiders in the commurrity. They have not, however, besn
 
scrutinized as in the case ofa traditional program evaluation. Whatthey current
 
ly dp,and how they go about providing services have beenexaminedfrom the
 
perspective of integration into a network of community intervention strategies
 
thatare reflective ofcommunily self determination. Their perception of the con
 
tribution they make to the effort and the perception of youth in the neighborhood
 
of theirservice have been expto
 
The study may be conceptualized as a community needs assessment It is
 
assumed, however, that programs already in operation will have conducted
 
their own needs assessments. Although the research is on the neighborhood,
 
agencies that operate there may riaturally evolve as partofthe research focue.
 
A community/agency study combination that explores heeds assessmentasa
 
goodness of fit will be suocessful if it identified gaps in service, or areasthat
 
may require emphasis. The emergent design proceeded in the path of needs
 
assessment,and prior efforts in this neighborhood wilt continue to be studied to
 
facilitate an understanding of how past interpretation of needs have impacted,
 
failed to impact, or have exacerbated the problem.
 
The research studied HIV/AIDS prevention with youth and its goal wasto
 
involve the cxjmmunity in responding tothe many problems that contribute tq a
 
high risk environment. One of the roles that the research forsaw as indispen
 
sable wasthat ofserving as a catalystfor creating aforum for dialogue about
 
the issues. Included in this reresearch were representativesfrom the neighbor
 
hood andfrom the agencies providing servicesthere.
 
The neighborhood studied wasaCentral Cityarea thatincluded theleast
 
desirable living conditions in a city with a population of approximately 200,000.
 
The boundaries included a corridor ofold businesses and gangs on the west
 
side, and an impoverished housing project to the east. The Boundary extended
 
toa ma|or boulevard on the north end where manysex industry workers and
 
their cpstomers met ancfsQuth to an thdustriaitract that was tong agedeserteO
 
and currently occupied by a transient dnd homeless population. Poverty and
 
biight are cailing cards ofthe neighborhood that is inhabited by large popula
 
tions of minority cultures. Hjspanics and African Americans are over represent
 
ed in tbearea.The area is hometotwocounty welfare departments. Poverty,
 
crime, drug addiction, prostitution, and unemployment permeate the streets,
 
other than the downtown business and government district its' infrastructure
 
was in poor repair. It was distinctly differentfrom the big city ghetto, characteriz
 
ed bytenementslums and crumbling high rises. In contrast, it is more the
 
sprawling ruralized Central California style dilapidated old towns next to dirt
 
floor migrant worker camps interspersed with run down apartment buildings.
 
From the inhabitants of this neighborhood the researcher sought how the
 
community's HIV/AIDS prevention and intervention service providers for young
 
people attemped to facilitate the elimination of high risk behaviors? This was
 
another of the survival questions for a neighborhood that has many survival
 
questions to answer. It was proposed after initial investigation of the neighbor
 
hood,that the best way to phrase the general question(in research interviews)
 
was to ask the stakeholders to "tell me about youth and HIV/AIDS prevention
 
efforts in your neighborhood?''Theterm "youth"for the purpose of this study in
 
cluded adolescents 12-17 years old and the population ofyoung adults 18 to 24.
 
The working hypothesisfor this study wasthat;wecan discover theSpeci
 
fic barriers in the neighborhood to HIV/AIDS high risk behavioral change by in­
volving the community served and service providers in idehtification of condi
 
tions that create and maintain the development, change,and elimination of high
 
risk behaviors.
 
Literature Review:
 
When cxjnsiderlng preventiorr bthe HlVMIDS arerra there aretwo nrraln
 
areas of priorities to focus on which are primary and secondary prevention ef
 
forts. Primalprevehtion occurs when a person who is notinfected is motivated
 
to take action to protect themselves or when action is taken in their behalf.Sec
 
ondary preventions is attempting,at different levels, to encourage people who
 
are already infected to take action to refrain from infecting others {California
 
Comrnunity Planning Workirig Group,1995; LosAngelesCountyHtV Preven
 
tion Planning Committee, 1996). A Continuum of efforts exist in both primary and
 
secondary prevention. Primary prevention may include essential environmental
 
action that facilitates the development of individuals who are more inclined to
 
protect themselvesto changingingrained at risk encounters. Secondary pre
 
vention include support for behavior change in people aware of a positive diag
 
nosisto effortsto intervene in the progression of HIV in an infected person,or
 
partner notification. Essential to prevention efforts is the understanding that
 
every transmission is related to passing the virusfrom an infected person toa
 
non-infected person so elements of primary or secondary prevention are impor­
tarit. Thisfactimpliesthat it is importantthat primaryand secondary prevention
 
be linked as in the case of educational presentations, where testing is dohe on
 
site, primary preventionin theform of education and pretestCounselingare of
 
fered. Upon disclosure of the results of the test primary prevention counseling
 
maybe given if the test result is negative and secondary preventive case man­
agement includtng support for behavior changeand partnernotificatiori is[ntlat­
ed If the test result Is positive(Los Angeles County Prevention Planning Com
 
mittee 1996;T. Pendergast and M. Haupert, 1998;California Comminlty Plan
 
ning Working Group,1995).
 
There aremahyspecialchallengesthatfacethecommunitytrying to pre
 
vent HIV/AIDS. Not the least of which is the population of homeless youth.
 
These children are runaways,throwaways,and former member of families who
 
became homeless. Both primary and secondary prevention are essential In this
 
population(M. Rotherman-Borus,C. Koopman,and A. Ehrhardt, 1991;Jl Athey,
 
1991; T. Bulllvan, 1996). There are significant barriers to receiving services tha
 
Include housing, meaningful supportofa reference group, means,and a perva
 
sive distrust of adults. Their own health needs and the prevention of infecting
 
Others are concerns which are often superseded by immediate survival needs.
 
Homeless youth are targetsfor sexual predators who may be Infected and take
 
advantage of this vulnerable population as they engage in survival sexforfood
 
or temporary shelter(J. Athey, 1991; California Community Planning Working
 
Theise children whoexpectthat life wlbring them nothirig in termsof
 
housing, economic opportunity, education,and access to medical care internal
 
ize the messagethattheir life is worth nothing. Thi^cton't care aboutthefuture
 
or preservation of their health(D. Romer et at, 1994; V.Solonim-Nevo et at,
 
1996;T.Sullivan, 1996). Further internalizatlon of feelings of worthlessness
 
cornefrorn histories ofsexual abusefrom eitherth^irfcimily of origin or in institu
 
tional care coupled with their vulnerability to being a victirri of rape while liying
 
on ths streets(J Atf^,1991;California CommunityPlanning Work Group,
 
1995).;
 
there are mahyreasons whycondomS are not used.Education about Un
 
safe sex becomes secondary to sexual gratification when children do not have
 
condoms. If they are unayailable, children,just like adults will seldorn forego
 
sexual activity. Financial heed has been cited as a reason for nonuse,or dis
 
continuationof use in high risk youth.(A.Stiffman, P. Dore,and It. Cunningham,
 
1994:T. Sullivan, 19;96). The influence of parents,and shared basis of com
 
munication with parents and partners are essential to acommitmentto use con
 
doms(G. Breakwell, L Mlllward, and C. Fife-Schaw, 1994; D Shoop,and P.
 
Davidson, 1994;S. Middtestadt, et atL 1996). Becauseof lirnited life experience,
 
and a lack of a relational referehce point to illness and death, and a lack of a
 
sense of delay of gratificatioh young people have a peryasive sense of invulner
 
ability that is apparent in their unwillingness to use condoms(J. Prendergast,
 
and M. Haupert, 1998; California Community Planning Working Group, 1995;
 
Los AngelesCounty HiV Prevention Planning Committee,1996). The high rate
 
of teen pregnancy and Sexually Transmitted Diseases is an indicator that con
 
sistentcondom use is notthe norm(T. Preridergast and Haupert. 1998).
 
Prevention efforts in AIDS/HlV historicallyaimed at youth education usual
 
ly ignore the population of young men who have sex with each other, or young
 
men who hav^iex with men. y education and intervention effortsassume
 
that if the young people are having sex it is of a heterosexual nature(T. Pren­
dergasti and H:Giese-1997^^ Prendergast,and Haupert. 1998;G,Gald­
blirg. T. Perdue, andiD, Higgens, 1996; D. MacKellar, et al , 1996). Research
 
suggests thatyounggay men are also distanced from interventions thatare tar
 
geting the exclusively gay community. They may not circulate in the gay com­
commuhity because of parental disapprovat, not being"ouf,or continued strug
 
gles with sexual identity{D. MacKellar,et al., 1996;G.Goldbaum, I. Stulberg,
 
and M.Smith, 1988) In neighborhoods like the site of this study,where there
 
are high populations of African American and Hispanics,the denial of homo
 
sexual intercourse fostered by fundamentalist Protestant and Catholic ideolo
 
gies Is a barrier to facing the reality of the need to educate this population.
 
Cultural competence of intervention workers is importantto Hispanic,
 
African Americans, and Gays(T Prendergast,and H.Giese, 1997; D. Higgens,
 
etat, 1996). It is impbrtantthat targetgroupsareconsidered for their unique
 
Cultural and ethnic components. Intervention should be culturally appropriate
 
and address the bicultural issues that confound the process of accepting inter
 
ventions(D. Higgins, et al , 1996; t Stulberg, and M.Smith, 1988).
 
The use ofsMbstances by youth in all ofthe sub categoriesofthe at-risk
 
behavior groups raises the possibilities of HIV transmission (J. Athey, 1991). By
 
lowering inhibitioriS the participatbn in unsafe sex is facilitated bysome who
 
might btheh/vise protect themselves Or, as in the case of secondary transmis­
sion, those who might otherwise protect others(Caiifornia Community Planning
 
Working Group. 1995; Los Angeles County Prevention Planning Committee,
 
1996).
 
The population of youth who are IVDU(Intravenous drug users)present a 
problem of access for intervention because of the illegal status of drugs, and the 
social stigma attached to iVDU's(California Community Planning Working 
i^roup, 1995). Not only are IVDU's at risk but sexual partners of this population, 
and their sexual partners also are at risk. A general lack of concern for IVDU's is 
evident when we consider that the essential intervention procedure in public 
health, eliminating the vehicle of transmission (in this case contaminated syring 
es), is secondary to political considerations for the"war on drugs" as it is appar 
ent in paraphenalia laws (California Community Planning Working Group, 
1995;The United States Conference of Mayors, 1997; P. Lurie, and A. Rein-
gold, 1993). ■ 
injection drug users may acquire HIV just like anybodyfrom unprotected
 
sex,orfrom their use of contaminated needles. They may transmit the virus
 
either through unprotected sexual relations or through sharing needles. The .
 
best way to prevent primary or secondary transmission is to give up injecting
 
drugs; the next best way is to use sterile, needles, syringes, and other "works"
 
each time; next is not sharing any equipment;and the least effective method is
 
cleaning equipment after each use. Needle exchange programs are effective in
 
increasing the availability of sterile equipment, and contrary to their critics accu­
sations do not promote Increased drug use(California Community Planning
 
Working Group, 1995;The United States Conference of Mayors, 1997;P. Lurie,
 
and A. Reingold, t993>.
 
The use ofcondoms^ bleach kits for IVDU's,and other prevention meas
 
ures have been emphasized,through education of at risk populations since the
 
beginning ofthe AIDS epidemic. Because ofthe view of AIDS as a plague,the
 
gay disease,the curse of a vengeful God,and it's mental image of certain death
 
there has been agregit need foreducation efforts(Sontag, 1989; I. Stulburg,
 
and M.Smith, 1988;L Lockhart, and J. WodarSky,1989;T.Prendergast,and H.
 
The nextfrontier after education is facilitating the application ofthe know
 
ledge in behaviors that eliminate the risks of spreading the epidemic. Behavior
 
al change does notfollow the intake of knowledge. High levels of knowledge
 
are often coupled with low levels of action consistent with the knowledge(G.
 
Shields,and J. Adams,1995;P.Simon,E. Morse, H.Osofsky,and P. Balson,
 
1994; M. Morton, et al, 1996). Behavioral Science theories, and technologies
 
need to be integrated into public health education and prevention(L. Leviton,
 
and K.O'Reilly,1996; M. Fishbein, and M.Guinan,1996;J;Curran, 1996).
 
Community intervention using multipleformats to deliver behavioralstrat
 
egies that are successful can take manyforms.The use of role model stories
 
that portray members ofthe different categories of high risk populations(such
 
as IVDU,gay men,theheterosexual partners of IVDUs or bisexual men,and
 
male orfemale prostitutes)isaformatthat rriaywork in some communities(M.
 
Corby, S. Enguidanos,and L/Kay, 1996;L Leviton and K. O'Reilly, 1996).
 
Anotherformatfor comrriunity interventipn is streetoutreach thatincludes
 
screening, engagement,assessment, service delivery, and fojlow-up (J. Valen
 
tine. and L. Wright-De Aguero, 1996). Outreach services may be the only wayto
 
accesssome disenfranchised members of the target community. It may be con
 
ducted by professionals, para professionals, volunteers, or paid indigenous
 
peers who use life experience and street skills that may,or may hPt, be ground
 
ed in theory(R,Gheney,and A Merwin, 1996;J. Valentine, and L. Wright-De
 
Aguero, 1996; L. Levitam and K. O'Reilly, 1996).
 
The use of Peer Educators isaformatthat hasfacilitated asense of cpm­
munity ownership and pride in intervention programs(D. Holtgrove, et at ,1996;
 
P.Simmons,et al., 1996; L. Levitan, and K. O'Reilly, 1996). Atthough much drop
 
out is experienced with peer edupators, most intervention networks maintain a
 
core group of peers who become a conduitfor the communities perspectives,
 
and a constant gauge for effective monitoring of program success(L. Levitan,
 
and K. O'Reilly, 1996:C.Gunther-Grey, D. Noroian, J. Fonseka,and D. Higgins.
 
1996). If Peer Educators are paid it empowers the individuals, keeps important
 
resources within the community and may be an important asset in the recruit
 
ment of new individuals into peer education programs(Los Angeles County HIV
 
Prevention Planning Committee,1996).
 
Continued monitoring and adjustments to the changing cbntexts of com­
munities with their unique problems is an ongoing challenge for prevention and
 
intervention in a neighborhood. Continued research that defines target popula
 
tions of at risk groups/gathers information from inside the community aboutthe
 
groups, and applies theories and knowledge about the groups is needed. Plan
 
ning for intervention should be in conjunction with people from the affected
 
community. Prevention needs should be assessed based on epidemiology,
 
resources, and knowledge about target groups so that decisions are made on
 
sound information(D. Holtgrave, J. Harrison, R. Gerber,T. Aultman, and M.
 
Scarlett, 1996; D. Higgins, etal., 1996;T. Prendergast, and H.Giese, 1997).
 
Thus identification and scope of the problem, and the prevention and interven
 
tion goals are best determined by both the community and professionals.
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Research Design and Methods:
 
A hermenuetic dialectic circle wasemployed to search for a bestfit for the
 
service providers and the community. In thisform of constructivist naturalistic
 
inquiry the research design is allowed to emerge through the process.The goal
 
of constructivist research is to facilitate consensus that is the nucleus for colla
 
borative work among stakeholders.
 
The design that emerged during this enquiry was a bi-phasic model. A
 
cdnsensusformed immediately surfoundihg the need for a needle exchange
 
program in the community. This task group wasformed shortly after the eleventh
 
of sixteen interviews were completed when the 3rd and 4th respondent called
 
the researcher to a meeting. We dgreed to have a round table discussion at that
 
time and overall five of the original eleven respondents have attended the work
 
ing group meetings. The task group has expanded to include associates of the
 
respondents who arefrom the Social Work faculty of a local college and indivi
 
dualsfrom a county office of Alcohol and Drug Programs. The group has cur
 
rently metfour times as it is engaged in the process of defining itself and it's
 
strategies for community action and building a coalition for needle exchange.
 
In the meantime continued interviews proceeded around the circle and
 
skipping the first and second respondents five others were reinterviewed. Div
 
ergent perspectives^ understandings, and priorities became apparent. Consen
 
sus on some concepts contrasted with differences. Member checking was used
 
to help with accurate analysis of the data thatwas gathered. It wasdetermined
 
by the researcher that further interviewing would not highlight more similarities
 
and differences or contribute to fortning a consensus. A round table discussion
 
was held that was attended by three of the respondents. Ofthose who did not
 
attend four sent their regrets referring to prior commitments as reason for not
 
attending.
 
Respondents signed consents and were notified that their Identities would
 
not be keptfrom each other but every attempt to insure confidentiality, privacy,
 
and annonimity at the level of this report and subsequent discussion would be
 
made.Two of the interviews were conducted under the condition of total of an­
nonymity with the understanding that their identity would not be conveyed to the
 
other respondents, and that they would not be attending the round table discus
 
sion. Their Interviews were added to the researchers body of knowledge.
 
The Interview questions after the original research question of "Tell me
 
about youth and HIV/AIDS prevention In this neighborhood?", were designed to
 
uncover themes of stakeholder claims, concerns, and Issues.
 
Questions that explored claims asked"What Is working In the neighbor
 
hood now?","What Is Ineffective?", and"How Is high risk behavior understood
 
In this neighborhood, and what Is It's meaning?"
 
Questions that prompted expansion of concerns were"What Is needed In
 
the neighborhood?", or "Is there a particular at risk behavior that needs empha
 
sis?", or"Are interventions, and preventions working as well as they should
 
be?"
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The uncQvering of issues that the respondents had involvecl more pointed
 
questions. For example,"What is the main barrier to intervention in the neigh
 
borhood"? or "is that the problem,or asymptom of much deeper seated prbb­
lems"? or the"miracle question", "If you had the power to make one change in
 
the neighborhood's HIV/AIDS prevention effort what wOuld it be"?
 
The first two interviews were anonymous upon request of the respbndents,
 
They were exploratory in nature,and added to the knowledge baseofthecorri­
munity context of the researcher.They caused three additional morefocused
 
questions to be added to the interview which were; 1."Would NEP's(needle ex
 
change programs^ help in this neighborhood?"; 2."What would a successful
 
coalition to bring NEP's into the neighborhood look like?"; 3."How could avail
 
ability of condoms in the neighborhood be increased?"
 
The interviews became morefocused as constructs were presented to
 
respondents for feedback until claims and concerns were reduced to only afew
 
questionsfrom each category. While all questions regarding issues were asked
 
of alirespondents, ^
 
Data was unitized across interviews and then across questions.Onlydata
 
that matched in both unitizing processes were considered releyantfor cohstruc­
tion of categories and category attributes. After more focused questioning con
 
cepts wereconstrut^d according to the coristant comparative rnethod for pro­
sentation at the round table discussion(E. Guba,and Y. Lincoln, 1985; D. Er­
landson, E. Harris, B. Skipper, and S. Allen, 1993).
 
The identity of the respondents are not reported in this study. All were pro
 
mised thattape recordings of their interviews would be confidentialand protect
 
ed until they were no longer needed then destrpyed.The respondents were
 
identified by number committed to memory by the researcher Thefollowing are
 
descriptions of the respondents.
 
Thefirst respondent wasa24year old gay male who wasaformer IVDU.
 
He wasa current resident of the community and has lived in theneighborhood
 
offand on since his step father kicked him oulof the house w he was17 up-

upon learning that he was gay. He shared that^ h^^^^ HIV positive and may
 
have Contracted the virus through unprotected sex or from sharing drug equip­
ment.
 
Respondent nurtiber two wasa26year old ferrraie who wasaTormersex
 
industry worker and aformer substance abuser who was riow clean and sober.
 
She reported that she has intermittently shared injection drug equipmentes
 
pecially when she had a boyfriend who was injecting drugs. She has lived in
 
the neighborhood all of her life.
 
The third respondent wasa 19 year old from the neighborhood. He grad
 
uated from the neighborhood high school a year ago. He hasfound employ­
ment at a CBO as a peer health educator and has concehtrated in HIV p^^^
 
tion in the neighborhood.
 
Respondent numberfour wasa minister who runsa small CBO in the heart
 
of the community. He operated an after school peer education program that of­
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fered peer health education. He has developed a transitional living home for
 
homeless HIV positive community members.
 
The fifth respondent operated a drug and alcohol treatmentfacility in the
 
neighborhood that was orientated to adults and included young women with
 
children. Asshe stated it;"we getthem later and deal with the results of their at-

risk behavior as youths".
 
Respondent number six wasa community health outreach worker and
 
satellite office manager of a large CBO who's primary purpose was HIV/AIDS
 
services. She had a long history of street outreach service to oppressed com
 
munities/and was highly skilled in street outreach especially to the Spanish
 
speaking community.
 
The seventh and eight respondents were 18 year old malesfrom thecom
 
munity who were currently students at the local high school. Both of these
 
young men were contacted at the small CBO that operated a peer health educa
 
tion program.
 
Respondent number nine wasa college professor of Health Science and
 
Human Ecology at a small California university. He has been active in an advis­
ery capacity in many of the agencies that operated in the community. He was
 
involved in advocating for more access to HIV education for youth in schools
 
and availability of the means of protection for youth.
 
Respondent number ten was a county child protective services worker and
 
MSW who was assigned to operate an independent living program for children
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who were approaching 18 years old. She incorporated HIV prevention into the
 
childrens'curriculum, and gave further HIV education as an adjunct to STD and
 
substance abuse curriculum.
 
The eleventh respondent wasah MSW who is county child protective ser
 
vices manager in the area. He was also on the board of directors of the large
 
CBO that offered HIV services,and is a member of the local Ryan White HiV
 
funding and advisory board. His experience reflected years of service in the
 
field and his knowledge of the neighborhood was extensive.
 
Respondent number twelve wasthe county epidemiologist at the Depart­
mentof Public Health. He was also a on the board of directors of the large CBO.
 
He was responsible for public health clinics and outreach services in the area.
 
He was on the local funding and advisory board and has been involved with the
 
state HIV working group. He wasthe ghost writer for all of the county HIV publi
 
cations of the County Health Officer, and was an occasional professor of public
 
health at a local college.
 
Respondentthirteen ran another smallCBO that used youth as peer street
 
outreach workers to carry the message of HIV prevention to other youth in the
 
neighborhood. They operatd a community adolescent health office, as well as,
 
outreach after regular business hours. He recently organized a youth summit in
 
the area that facilitated group discussions on HIV, and featured a play entitled
 
"Older men having sex with teenage girls" that had a HIV prevention message.
 
The fourteenth respondent wasa homeless youth who wasa 19 years old
 
 male. He reported that he has been homeless off and on all his teen life when
 
his family was displaced for economic reasons. The researcher was shocked
 
upon learning the age or this teen as he preaented asa much older person. The
 
researchercame in contact with this respondent when the small GBO that was
 
run by respondent number four hosted a meeting of the local homeless coali
 
tion. The meetings topic was HIV in the homeless population and the presenter
 
wasa streetoutreach workerfrom the large CBO.
 
The fifteenth respondent wasa homeless woman who the researcher es
 
timated to be in her late 30's. She claimed to have been homeless for6 years
 
when she lost herjob as a parts person at a local junk yard after a divorce. She
 
was also met at the homeless coalitions' HIV meeting that she had attended in
 
order to advocate for her son who she stated is homeless and HIV positive.
 
The last respondent wasa MSWfrom another office ofthe large CBO.She
 
was chosen as the last respondent because of her expertise in providing ser
 
vices to youth and her expertise in the field of HIV services.She helped with
 
verification of the concepts derived from other respondents and the researchers
 
knowledge base.
 
There wasa total ofseven respondentsfrom the community,one adult
 
and six youth. Of thesefour people, three were African American,three were
 
Caucasian, and one was Latino. There were five men and one female. From
 
area service providers there were nine respondents two arefrom small CBO's,
 
onefrom a localcollege, and one from a local substance abuse treatment prog­
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ram. Ofthe remaining five,two werefrom the large GBO exclusively, two worked
 
for local government and had ties to the large CBO,while one worked for local
 
government and had ho ties to any GBO's.Of the service providers interviewed,
 
one was African American,one was Latina, and seven were Caucasian. There
 
were three IVISW's,and two with graduate degrees in public health. Four of the
 
service providers were women and five were men.
 
An extensive literature review contributed to the researchers body of
 
knowledge. Attendance at a day long seminar presented to an adjoining county
 
mental health department by the large CBO(which included two of the respon
 
dents as presenters)added to the knowledge base. Participation at the home
 
less coalition meeting on HIV and involvement as a Social Work intern at one of
 
the small CBO's coupled with attendence at a youth health summit by the sec
 
ond small CBO was helpful. The researcher monitored daily news reports and
 
peer reviewed journalsfrom the Centers for Disease Control via the internet for
 
onefuH year.
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Results:
 
A bi-phasic emergent model took shape after a task groupformed sur
 
rounding the pressing need to develop a NEP. A decision was made by the re
 
searcher to continue with the original format while also attending to the task
 
group. A hope was that the continued research questions might uncover other
 
needs or adtion steps and that the concurrent studies would compliment each
 
other. According to the constructivist research paradigm this is acceptable be
 
cause of the complexity of the neighborhood and the ongoing goal of goodness
 
of fit in prevention efforts. Flexibility is needed to accomodate the complexity(D.
 
Eriandson, E. Harris, B. Skipper, and 8. Allen, 1993).
 
Needle Exchange:
 
The pressing need for an NEP in the neighborhood and it's implications
 
for prevention and youth were profound. Many respondents cited the high teen
 
pregnancy rate and the high risk unprotected sex scenario of older men and
 
young women.They claimed that older IVDU men victimize young women who
 
are without the social skills to resist them. Others sited the IVDU and gay popu
 
lation crossover of both bisexual and homosexual addicts who have sex with
 
young men or women.These children, who mayfeel unloved and insecure,
 
maysuccumb to IVDU as a way to fulfill unmet needs when they see them as a
 
bonding act with an older person. An IVDU may have a cultural bias in sexual
 
relations that sees the use of a condom as minimizing the sexual act. Many
 
young people experiment with drugs, and because of acceptance by drug using
 
21
 
peers or curiosity, might be situational lVDU's or one timers. These novice drug
 
users may have little knowledge about cleaning drug equipment. Some respon
 
dentssited the combination of the youthful IVDU,who is an addict with little
 
hope of getting clean and sober, coupled with the pervasive ideas of limited ex
 
pectation for a long life.
 
All of the respondents, both before and after the working groupformed,
 
were in favor of needle exchange as a means of reducing HIV transmission to
 
the general population and to youth asa sub-group. The mobilization of thatfa
 
vor intoa coalition to make it a reality in the comrnunity wasan exciting chal
 
lenge.
 
The working group meetings started when respondentfourfrom the small
 
CBO phoned the researcher to inquire about our mutual level of commitment to
 
starting a NEP. After many conversations about possibilities, concepts, and con
 
cerns a meeting was scheduled. In attendance were respondents three and
 
four, a social work intern from respondentfour's small CBO,this researcher,a
 
HIV/AIDS program supervisor from the County Office of Alcohol and Drugs, and
 
a member ofthefaculty of the Social Work departmentat a local college. The
 
main questions that the group came up with was whatthe process is for having
 
an area declared a disaster area so that a variance to paraphanalia laws might
 
be obtained, and who would have the authority over approving a disaster dec
 
laration or granting a demonstration project. The group decided to contact local
 
people in touch with political representatives, professors at the college, other
 
NEP's in the state,aformer police offieer(to assessthe leyej of resistenece to
 
NEPs),and members of the large CBO who hadformerly made a proposal for a
 
variance to get an experienced perspective:
 
Political action versus civil disobedience wasthe theme of the next meet
 
ing with new membersfrom the group Of respondOnts thatincluded the Com­
munity health outreach worker from the large CBO(respondent6)and the
 
county epidemiologist(respondent 12). there was conflict as people aligned
 
over whether to start covert needle exchange. The consensus was that under
 
ground operations are already in operation and that because of their illegal sta
 
tus they are destined only to serve a small circle of friends or drug networks, not
 
not the general population of(VDU's. A report on a historical attemptto create a
 
an attempt to create an NEP was given and the main reason given for not being
 
successful was opposition from the County Board of Supervisors. A report on
 
contacts with the current political power bases and local police were not en
 
couraging. The political climate is conservative and opposed to NEP's and local
 
law enforcement support enforcement of current paraphenalia laws. Local poli
 
ticians embrace the popular idea that NEP's would promote drug use, law en
 
forcement officers site fears of being punctured by needles during searches of
 
suspects, and further, the state attorney general,(a current candidate for gover
 
nor), has vowed to use state officers to override any leniency in enforcement of
 
the law by localities. Since all NEP's start in environments that are oppositional
 
and conservative a main question became how do we break through these bar­
riers.
 
the researcher asking for input sharlrig their experience; strength, and hope on
 
jn^t;
 
helping toform pur coalitions
 
Prom a coalition is a major Vansfprmation Attelripts
 
were made to incorporate community members through conyersations in con
 
tacts with the affected population and people who are recovered through local
 
self help groups. Another rpsporident(number nine), the Health Science pro
 
fessor joined the groupajong with an additional professor from the local college
 
Social Work Departmeht. It was decided that the coalition should be broad bas
 
ed and should mirror associations that might Oppose it. If a citizenSfor instance;
 
opposed it on religious grounds we could point out that their minister, priesti or
 
legal program. In hindsight itseemssomewhat naive to think thatthey wouidi
 
because even though programs may havelocal sarictionsthey are Still illegal
 
according to state law. Oneresponse did comefrom a Northern California
 
"Harm Reduction"grOup leaderthat wasinvolved in a locality that got locals^
 
ctiOhv thpjhsightthat was share^^ anilyze ourop­
tions,and to ascertain the judicialclimate of the area;to educate ourselveson
 
thp hisldry of NEP"s successes as they arediscussed in the scientific liteiatuiet
 
Sothatthey can be passed along;to know the IVDU community and "street
 
elites'' who will use their respectin the community to vouch for us; and to make
 
friends with politicians or anyone with power or esteem who will support us
 
The working group ata latter meeting decided to,first, build awareness of
 
the need for needle exchange through networking with local politicians and
 
providing empirical objective data from the neighborhood that will support that
 
need.The second decision was to plan an event that would show local power
 
elites that their peers in other regions are in favor of the NEP concept. And last
 
to take action to create a sample policy that the local politicians would feel com
 
pelled to enact.
 
At another meeting the working group learned aboutstate Senate Bill 885
 
sponsered by Senator Diane Watson. This bill would authorize the state Depart
 
ment of Health to legalize needle exchange programs in certain areas on the
 
grounds that the lack of sterile needles and laws that restrict needle availability
 
promote needle sharing. The bill states that as of December of 1996,32% of the
 
573,800 cases that metthe criterja for full blown AIDS were attributed to Injec
 
tion drug use. Of the 49,764cases that were presumed to be transmitted by hot­
erosexual sex 44% werefrom the partners of IVDUs,and of the 6,891 pediatric
 
AIDS cases59% werefrom IVDUs(Senate Bill 885, 1997). Upon calling the
 
office of Senator Watson the researcher learned that SB 885 had been intro
 
duced four times and passed twice only to be vetoed by the governor.
 
The researcher then senta letter on behalf of the working group to the
 
State Health and Human Services Committee and followed it up with three tele­
phone calls. The chairperson of that committee called back informing us thatSB
 
885 would not be reintroduced until the current governors term ran out at the
 
end of this year. Regrettably none of the committee members were able to ac
 
cept our offer to come to our meeting that would launch our coalition and rela
 
tionship build with local politicians, but he did suggest a speakerfrom a nearby
 
metropolitan city's Office of AIDS who subsequently accepted our invitation.
 
Other inputfrom that office wasthat in other areas activist simply started
 
overt operations then were subsequently sanctioned locally. Further, it was
 
suggested that relationship building with local politicians was good but, when it
 
came down to public health or moral issues politicians usually side with the
 
moral issue. The key was to demonstrate that NEPs work because it would be
 
very hard for a politician to oppose life saving measures.
 
Once the working group had a prestigious guestspeakerfrom a nearby
 
metropolitan area booked, fliers printed, and distributed it divided into two sub
 
groups. One group was to further develop objective data that existed already
 
and make plans for additional research that would support the creation of NEP's
 
in response to needs in the neighborhood.
 
Another sub committee would work on developing a modelfor a sub
 
stance abuse triage that includes NEP's. The model was envisioned as a bridge
 
to services that would be administered in a user friendly(non judgmental)agen
 
cy that put emphasis on confidentiality, anonymity, and accessibility. The prog
 
ram modefwould fit into a CBO that has credibility with the using population and
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is orientated to outreach,as well as, being agency based. It would have a policy
 
of cooperation and collaboration with other agencies that would include inten
 
sive relationship building leading to memorandums of understanding that would
 
in effect pledge treatrnent upon requestfor IVDU who express a willingness to
 
stop using with highest priority to pregnant women and teens. It would provide a
 
variety of services in a client centered, rather than an agency centered services
 
as exemplified by plans for 24 hour emergency response from non authouritar­
ian staff. These staff are to be indigenous helpers, whoare able to apply a com
 
bination of self help skills, coupled with professional training. Any CBO that in
 
corporated HIV prevention through help for IVDU rhust offer a wide variety of
 
services with the objective of changing the community, orchestrating the deli
 
very Of services, and developing collaboration with community members
 
(Leukefeld and Battjes, 1992).
 
The model would beflexible and responsive with a basic three tiered level
 
or services that would include linkage with total abstinence inpatient treatment,
 
harm reduction and education services that would include outreach to partners
 
of IVDU,and a NEP that would emphasize relationship building with contingen
 
cy plansfor crisis intervehtion and emergency treatment.
 
Staffing of the coordination of services could be donei)y MSW interns with
 
support and training of indigenous workers done by Alcohol arnd Drug Interns
 
from a local junior college. Volunteersfrom the community might first be recruit
 
ed from self help groups to become paraprofessional, and community members
 
who are former peer adolescent health outreach workers who have prior train
 
ing would be candidates. In this way the community would be growing its'own
 
leaders who are committed to HIV prevention.
 
Thefuture of the coalition should emerge further after the scheduled event
 
with the guest speaker. A large turnout is expected given the response to pro
 
motions and the large quantity of flyers that were handed out in the community,
 
other agencies, and colleges. The coalition might change directionsfrom legiti
 
macy to civil disobedience, identify new indigenous leaders, effect local politi
 
cians, become a cx)mmittee that will coordinate funding proposals, or simply re
 
main in place asan advisory committee.
 
The guest will address issuessuch as why have NEPs,do they work,the
 
meaning of new federal guidelines, how NEPscan make a difference in IVDU,
 
and stop the spread of HIV. It is envisioned that questions and concerns of the
 
community will follow that will resemble a town meeting where various sectors
 
of HIV prevention organizations can voice their opinion on the public health ver
 
sus the political consideration of needle exchange. Where local politicians can
 
listen to their constituency's response to solutions surrounding the discarding of
 
used needles on public streets, the cost of prevention through needle exchange
 
versus the lifetime medical costs of treating HIV,the opportunity costto the
 
neighborhood when the potential of these effected citizens are lostforever be
 
cause of a preventable disease. It is hoped that it will include the dialoge about
 
the opportunity to link NEP with drug triage, and make people aware that each
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incidence of needle sharing may not includea junkie, but a situatiohal user who
 
may never use again. Hopefully it will build consciousness that these are peop
 
le who have sex with, or have sex with people who have sex with our teens who
 
may be in danger of initiating perihatal transmission.
 
Hopefully it win also becomeaforum where community members may be
 
presented with the facts about NEP and where they may voice there claims,
 
concerns, and issues in an agenda around which they will feel part of a colla
 
borative effort thus empowering them through rebuilding their community, and a
 
venting and advocacyforum for local substance abuse progfam personnel
 
where they are able to feel a part of a process of humanizing the war on drugs.
 
Concepts And Salient Points:
 
All ofthe service providers in the neighborhood claim that they haye com
 
prehensive prevention services. For the Public Health Department and the larg
 
er OBO comprehensive services meanta breadth of services. Their main focus
 
is on education and supportfor behavior change. HIV/AIDS prevention educa
 
tion for the population of youth in the community ismainly through school pre
 
sentations and other presentations to youth at juyenile hall, probation, and at
 
job corps.They relaya variety of messagesto the population at large, and state
 
that whatthey learn from youth is that they are most likely to be aware of HIV
 
prevention messages that are in cartoon form. Priorities for these providers are
 
the largest at risk groups, which are men having sex with men and I VDU's.
 
Youth is the third priority and it is claimed that the youth of the community re­
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ceive prevention services asa natural adjunct to targeted high risk groups.
 
Other smaller CBOsand service providers claim comprehensive services
 
to different target groups and believe that comprehensive services means depth
 
of services to these subgroups. Both of the small CBOs claim that they provide
 
comprehensive services in the field of HIV prevention with youth or comprehen
 
sive health education of which HIV prevention is a part.
 
Community members,including youth in the community,view agency ef
 
forts as insufficient. There is misunderstanding of the scope, depth, and availa
 
bility of prevention service resources. There is a lack of knowledge in different
 
priorities of at risk groups. Funding is limited and resource allocation may not be
 
popular decisions to make. Unpopularity is fueled by a lack of awareness in the
 
neighborhood of primary and secondary prevention services and the decisions
 
made surrounding them.
 
A snapshot of HIV seroprevalence showsthat99.4% to 99.6% of the gen
 
eral population are HIV negative, while.4% to.6% are positive. When aware
 
ness of this is coupled with the need to getthe most bang for the buck out of
 
prevention dollars it makes more sense to give higher priorities to secondary
 
prevention. The paradox in funding, and dilemmafor agencies, is that secon
 
dary prevention efforts are not visible efforts. They include supportfor behavior
 
change, usually in group treatment or in an intensive case management model.
 
Another problem wi|h understanding what people mean when they say
 
prevention is that the term secondary prevention is at times applied to the con­
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eept of stopping or slowing the progression of the disease in people who are all
 
ready HIV positive. When the general public, or citizens of an oppressed conrt^
 
munity, thipk of prevention they think of primary prevention not secondary. This
 
is also a point of conflict between large service providers who get the lions
 
share of funding, with the understanding that they will provide secondary pre
 
vention, and expectations of smaller under funded agencies whofocus on pri
 
mary prevention and unmet needs
 
All of thesecifcumstancesare superimposed oh an impoverished neigh
 
borhood who's pervasive thoughts about government and agencies are that
 
they really don't care. This is further fueled by smaller agencies who see the
 
power structure as withholding funding while wanting their cooperation in pro
 
viding data for their own funding purposes. These agencies would propose an
 
even more essential meaning to pfimary prevention. This would include a holis
 
tic meaning to the term comprehensive ser
 
vices that link services like school retention,finding jobsfor community mem
 
bers,and family problems that lead to risk factors, or are in more obvious cases
 
risk factors themselves.
 
Some salient points in this theme is that more collaboration between ag
 
encies that operate in the community is needed. The allocation of resources a­
long with the sharing of power needs to be facilitated so that community mem
 
bers feel more like a part of the process in setting priorities. Agencies need to
 
be more client centered than program centered and consider starting where the
 
 community Is at. Opperationallzation of the term prevention would help with
 
• clarity.;"- ^
 
The concept ofsharing in educational presentations to youth as opposed
 
to lecturing in an authoritarian style was a major point with youth. More interac
 
tive learning such as role play, paired sharing, and small group forums give
 
youth a chance to process ideas,feelings, and fears. They could also be a for
 
matfor distribution of means of protection and dissemination of knowledge
 
about when, where,and how they may get condoms, or other protection. Free,
 
open, non-defensive, arid non-judgemental communication is preferred over an
 
authoritarian style that may be symbolic of a critical parental figure or preaching.
 
Another concept is that there are many assumptions based on denial.
 
People want to believe that youth are abstinent, or that abstinence should be
 
the goal in HIV/AIDS prevention. The high pregnancy and STD rates in teens
 
are evidence that teens are not practicing abstinence. It came up often that a
 
historic common sense perspective makes the likelihood that programs that
 
push abstinence only will be unsuccessful, but that abstinence will be incorpor
 
ated and promoted as an option.
 
there is denial aboutthe exclusivity of heterosexuality in youth.Sexual
 
orientation is not an open topic for discussion with youth and adults. Because of
 
religious ideology and the historic mendacity of viewing homosexual sex as
 
unnatural, institutions and individualcommunity members deny that it occurs
 
There is denial of alcohol and drug use by youth themselves that is partly
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from protection from the law, and partly learned from a society that is permeated
 
with denial about substance use and misuse. It is denied by the power structure
 
because of the need to scapegoat the communities youth and if a problem is
 
acknowledged in the youth, it points to substance problems in the general pop
 
ulation. A reoccurring theme in the neighborhood is that substance abuse is not
 
to be admitted because just being a community member brings a host of stig
 
mas and there is no need to accept more.
 
Individual denial is a theme within the concept of youthful feelings of invin
 
cibility. A presentation thatgives youth the personal testimony of a person who
 
has been HIV positive for 10 years but looks healthy makes it easy to ignore
 
when 10 years approximates half of their lifetime. When an "it won't happen to
 
me" attitude is adopted it allows for the pursuit of pleasure to prevail over per
 
sonal responsibility-

Services to the neighborhood would find a better fit and start where the
 
neighborhood is if they viewed at risk behaviors as a way of fulfilling unmet
 
needs. In such harsh environments there is a lack of love, care, and concern.
 
When there is a lack of meaningful involvement at risk behavior becomes a sub
 
stitute. It can also be seen asa respitefrom the stigma and prejudice in the
 
neighborhood. Status, esteem, and competency may be received from deviant
 
behavior,for example,in speaking about sex industry workers one respondent
 
commented that"those women take pride in what they do".
 
These environmental effects contribute to the conditions that are condu­
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 cive to unprotected sex and sharing syringes. Alienationin the neig^ 
mayfostdr substance abuse; unsafe sexual encounters,and ■ multi-problem fam-
Because Oftheunsafe situations thatthe environmentfosters,accessto
 
the neighborhpbd is impmred; Outfeadh workem feerthreateried and may have
 
the delivery of services, or restricts the delivery of services to a 9-5 timeframe,
 
when people who are most likely to need their services, are notavailable. One
 
respondent suggested having an interagency sweep at night that would cover
 
Language,culture, and religious barriers must be resolved in ordef to
 
reach the youth Of the neighborhood,the mostsuggested strategy to accomp­
in
 
other languages, cultures, and in diverse religious denominations.
 
ts is
 
needed to give youth the oppdrtunity to develop self protection skills. This may
 
be conceptualized as essential prirnary prevention. It is operationalized as a
 
safe social space;Where children iri the rieighborhood can develop close,
 
meaningful,and nurturing relationships while being guided through tasks ih
 
which they experience joy and feel competent.The environment must build self
 
esteem in the child sq thatthey get a sense of satisfaction in who they are and
 
feel worthy of acquiring skills, such as, negotiation skills in relationships where
 
they must protect themselves.They need to develop a sense of situational self
 
efficacy so thatthey take action to protect themselves when faced with decisions
 
about risk behaviors. Children need pro social involvement in which they are
 
engaged in giving to others and experience the spirituality of service. Finally
 
they need a sense of hope for the future exemplified by operationalized goals.
 
Proponents of this essential prevention claim that children with the fea
 
tures thatare attained developing in a nurturing environment are a very low risk
 
for practicing at risk behaviors that will expose them to HIV/AIDS.They suggest
 
that essential primary prevention should befunded in the neighborhood, but is
 
not because the results cannot be easily quantified to receive more funding and
 
since it does not specifically address HIV/AIDS it is in another realm.
 
More attention needs to be paid to diverse enclaves in the community,the
 
population of young men who have sex with men,and public acceptance of
 
needle exchange and human sexuality in all forms. There are many enclaves in
 
the neighborhood who are isolated geographically because of little regard for
 
neighborhoods whdn infastructure is created, or are unique ethnic communities
 
who may live in a single housing project. These pockets of citizens need to be
 
considered when developing HIV/AIDS prevention strategies. Lack of accep
 
tance for gay young men and needle exchange hinders open communication
 
about safety and perpetuates the use of HIV as a weapon used against pepple
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in the political "war on drugs" and against a homosexual lifestyle. Attitudes that
 
put up barriers and exclude, rather than include, people from prevention need
 
to be changed whether they are social or individual attitudes-

Quality of services can be improved byfostering the deveibpment of indig
 
enous helpers along the lines of neighborhood block representatives who
 
wuold be the source of the dissemination of the means of protection, and infor
 
mation. These helpers could be recruited, trained, and supplied with supplies
 
by agencies to outreach in their Own enclaves. Consensusformed around the
 
need for more resources and how they would impact service delivery for the
 
neighborhood. Another salient point was that more collaboration and coalitions
 
were needed to promote cooperation and facilitate coordination of services.
 
The concept of legitimacy in NEPs usually takestheform of legal con
 
cerns.Thefirst legitimacy, however, must be with the people that are being ser
 
ved.Once that is established the only other thing to consider is honesty, in the
 
sense of being true to what an agency asa service provider knows is the truth.
 
It is the same with the availability of condoms.Thefirst legitimacy hasan
 
obligatory flavor to the youth in the community. In that sense,asa service pro
 
vider in the community that makes condoms available to young people, a key
 
function is validation of their worth as human beings. Nothing fosters care,con
 
cern, and cooperation in the communities youth than care, concern, and coop
 
eration of their social environment.
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Discussion:
 
Because of the absence of scientific procedures, constructivist research
 
lacks the quantitative research attribute of generaiizabiiity. Rather than general­
izability, this research project, hopefully, points out a subjective applicability to
 
similar neighborhoods. If it can lend direction for finding the best fit for HIV/AIDS
 
prevention by pointing out concepts and salient points for inclusion in decision
 
making then it will have served its' purpose Qualitative and subjective research
 
has value in allowing a naturalistic emergent design that highlights the cares,
 
concerns and issues of the community and service providers. In this project that
 
design was biphasic as it continued the research after the NEP working group
 
formed.
 
In this particular neighborhood, because of thd epidemic magnitude of
 
IVDU coupled with the crossover of teen and young adult unprotected sex,the
 
need for a NEP was evident. A task group formed to explore the possibility of
 
creating a qpalition that would advocate for the creation of a legal NEP.
 
Some of the concepts that would be wise to consider when planning pre
 
vention strategies in the community studied would be to be specific when using
 
termslike prevention(primary or secondary), pr terms like comprehensive ser
 
vices(depth in certain populations or breadth to alt populations that risks super
 
ficial services to some).
 
A salient point is that education with supportfor behavior change is the
 
main prevention strategy being used in the neighborhood. It is reccomended
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that education be Interactive sharing that Includes the sharing of Ideas,feelings,
 
and fears rather than authoritarian In nature. It Is also Important to put emphasis
 
on easy access to the means of protection for youth In the community as a sup
 
portfor behavior change.
 
Many assumptions made by Individuals In the community and by service
 
providers are based on denial concerning abstinence (In substance abuse and
 
sexuality). This denial supports the phenomenon of Invisibility In youth and
 
disregard of personal responsibility toward self and others. It may have a recip
 
rocal relationship with environmental factors that lead to alienation as exempli
 
fied by substance abuse, unprotected sex, and multi-problem families that Inun
 
date the community's youth. Prevention efforts In the community must under
 
stand at-rlsk behaviors as a means of fulfilling unmet needs regarding a lack of
 
meaningful Involvement, prejudice, lack of love, care, and concern.
 
The concept of access is highlighted for the means of protection, as well
 
as, barriers to Intervention such as Individual and social attitudes of cultures
 
and religions. Access Is limited by language barriers, and a concern of service
 
providers for their safety In the community. This problem would best be address
 
ed through collaborative efforts of service providers and community members
 
that may lead to coalitions that take action to increase access.
 
With this In mind, attention to diverse enclaves In the community might be
 
better facilitated by the development of Indigenous helpers. Many strategies are
 
being used that could benefitfrom more resources being allocated to HIV/AIDS
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prevention in the area. Also more resources coulcl be used to train community
 
members to be service providers. This would give the benefit of empathetic pre
 
vention by concerned citizens at the same time engaging those citizens in
 
meaningful work that impacts their own awareness of prevention. This strategy
 
would go far in establishing legitimacy within the effected community.
 
Thefinal concept is an aspect of primary prevention that may be labeled
 
essential prevention. It targetsthe root of problems that lead to at-risk behaviors,
 
intervention is made to rebuild the sense of community in which health is foster
 
ed. This concept sees HIV/AIDS prevention beginning with a safe social space
 
in which solid essential relationships are developed. It would facilitate the
 
healthy psychosocial developmental stages of children that pays attention to
 
environmental and developmental crisis. The paradigm may be understood as
 
a resiliency building effort that gives children the opportunity to develop self pro
 
tection skills. Some important components are building self esteem,situational
 
self efficacy, positive social involvement, and instilling a sense of hope for the
 
future. Currently efforts in this realm are notfunded because they are not speci
 
fic to AIDS/HIV prevention and are not easily quantified to supportfunding.
 
Implication for further research would be to address any oftheconcepts or
 
salient points in quantitative data that would substantiate or disprove thesub
 
jective findings. In this way the findings would have the attribute of generaliza­
bility, and funding for inovative prevention strategies that are specific to success
 
in oppressed areas could be funded such as essential prevention.
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Implicationsfqr soeial work practice in finding the bestfitfor HIV/AIDS pre
 
vention is that the cornrnunlty should be involved in finding the best fit for ser
 
vices and ho#they are rendered In the rnacro practice arena policy and plan
 
ning should be Orientated toward flexibility in application so that disadvantaged
 
neighborhoods getthe best prevention services for them. In community practice
 
mernbers in the process. For micro practice it is important that relationship build
 
ing is highlighted so that services are provided in a non-judgemental, interact
 
ive manor,and with an inclusive spirit.
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APPENDIX!
 
Research Questions:
 
"Can you tell me about youth and HIV/AIDS prevention in this neighborhood"?
 
"What is working in the neighborhood now"?
 
"What is ineffective"?
 
"How is high risk behavior understood in this neighborhood, and what are it's
 
meanings"?
 
"What is needed in the neighborhood to facilitate prevention"?
 
"Is there a particular at risk behavior that needs emphasis"?
 
"Are interventions, and preventions working as well as they should be''?
 
"What is the main barrier to intervention in the neighborhood"?
 
"Is that the problem, or a symptom of much deeper seeded problems"?
 
"If you had the power to make one change in the neighborhood's HIV/AIDS
 
prevention effort what would it be"?
 
"Would nep work"?
 
"What would a coalition to bring a NEP to the neighborhood look like"?
 
"What would facilitate the availability of condoms in the neighborhood"?
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APPENDIX II
 
Informed Consent:
 
I understand that I am being asked to participate in a research project con
 
cerning HIV/AIDS intervention and education with youth in the Central City
 
neighborhood of a Southern California city. I am aware that the research is con
 
cerned with developing a shared understanding of the best combination of
 
intervention and education for youth that participate in high risk behaviors|n the
 
community. I have been informed that the research hopes to facilitate a dia
 
logue among myself and others to find the bestfit for intervening with barriers to
 
reducing high risk behaviors.
 
I am aware that high risk HIV/AIDS behaviors are very sensitive and contro
 
versial topics such as intravenous drug use, heterosexual sex, and homosexual
 
sex. I agree to commit myself to honestand open conversation aboutsex and
 
drug use because every case of HIV infection is preventable. I will extend com
 
passionate support to anyone infected with HIV that rencounter because of the
 
research project. I understand the importance and urgency surrounding every
 
transmission of the virus.
 
I understand that the nature of the study is to share ideas openly,and
 
honestly with the participants. Because of the open sharing, and participation in
 
a round table discussion that culminates the project, I understand that strict
 
confidentiality is not possible. I also understand that outside of the sharing of
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ideas and collaboration with oth0rs in the study every attempt will be made to
 
maintain my confidentiality.
 
I know that I am expected to share my ideas in a group,and I will not try to
 
impose my ideas on others, but contribute to a common understanding by re
 
maining honest, and open minded. I can expect that equal weighting will be
 
given to my own,as well as, others points of view, and opinions. I will receive
 
calls to verify what I have said,and to clarify what I mean. If needed I may geta
 
written request to check that whatthe researcher heard from me wasthe mean
 
ing that I was trying to convey. I will respond to any such request. I understand
 
that the research has been approved by the univercitie's Institutional Review
 
Board. If I have further questions aboutthe research I may contact Dr. Hunt in
 
the Department of Social Work at California State University San Bernardino.
 
The phone number is(909)880-5501.
 
Michael Black, Researcher/Date
 
Nameof Participant(Print)/Date Signature of Participant/Date
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APPENDIX 111
 
Debriefing Statement:
 
You have been a very important participant in a research process that has
 
explored the best fit for intervention and education with youth concerning HIV/
 
AIDS in an oppressed neighborhood; You have been exposed to frank discus
 
sions of high risk behaviors. Because HIV/AIDS is an emotional and compelling
 
problem your role as a participant could have exposed you to both stigma and
 
stress that may effect you negatively.
 
If you feel that you are in need of any services that may help you cope with
 
the stress and stigma of the research please feel free to contact me(Michael
 
Black)at(909)824-5003 or Dr. Hunt at(909)880-5496. We will make every
 
effort to link you with any services that are available to you that might help you.
 
Even if you currently feel that you have not been effected by the research, and
 
some issue arises at a later date please call because your well being is
 
important to us. Thank you for your cooperation and support of the research
 
project.
 
Michael Black, Researcher / Date
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